Shrunken Lens for two years in the Anterior Chamber.-RoSA FORD, 
M.B.
This patient, a woman aged 77, had had for many years a cataract in her right eye, which I did not remove because projection was very uncertain at the time when I first saw her, ten years ago. After an attack of iritis, two years ago, the contents of the lens were seen to be fluid and partial absorption took place, so that the patient could see large objects.
The iritis tended to recur and the eye became increasingly painful until, two years after the lens became fluid, and two years ago, the shrunken lens suddenly slipped into the anterior chamber and has remained there ever since.
It rests on the lower angle of the chamber but is freely movable. No further absorption has taken place. Immediately after the dislocation, the eye became much less painful and during the last year has given very little trouble. At present it is quite free from pain. I do not propose operation while it remains comfortable. Ophthalmoscopic examination.-Around each disc for a distance of about 3 disc diameters is a roughly circular area of rather vague yellowish spots, rounded in contour, and variable in shape and size from about one-eighth to half the area of the disc. They are behind, and rather more dense near the retinal vessels, and in parts follow a roughly honeycomb pattern. There is a little pigment round their edges. The spots encroach on the macular area, which seems slightly darker than usual and shows one or two small bright spots in addition. The rest of the fundus and media normal. Fields are full and there is no scotoma.
(II) H. K., aged 23. Past history of psoriasis at from 8 to 13 years. His sight has been failing for a year; he first noticed difficulty in a cinema.
Reading is becoming more difficult and letters tumble into one another. All general investigations negative as in the case of his brother.
Vision: R. A, L. A. Not improved, 15.12.21. The fundus condition is somewhat similar to the brother's, but it extends rather more peripherally, and there is more pigment round the edges of the spots. He has, in addition, bilateral anterior, axial embryonic cataract, and polychromatic lustre on the posterior surface of both lenses. The media are otherwise clear.
These two brothers are shown by permission of Mr. W. H. McMullen, whose clinic they attended. The appearance, the age of onset, the negative investigations in other directions and the family relationship, suggest that they are of the same nature as the familial choroiditis described by Doyne in 1896. No pictures of this disease are available in the literature and Doyne's original picture appears to be lost. Any suggestion as to treatment would be welcomed, as the younger is reduced to Section of Ophthalmology 991 spiritualist treatment (namely, application of cold water to the back of the neck and drinking grape-juice), which he is using without much faith.
Di8cu8sion.-Mr. AFFLECK GREEvEs said it was a pity that the term choroiditis was applied to these cases. Choroiditis implied an inflammation, yet no one would suggest that these cases were inflammatory in origin. The most likely histological condition was a colloid body formation on Bruch's membrane. Colloid body formation might be a congenital manifestation, and in many cases it had little or no significance, but it might also be associated with a degenerative process.
Mr. HUMPHREY NEAME said that these cases might possibly be allied to the groups of cerebro-macular disease, of which some cases had been reported, with a fine peppering of the fovea, sometimes with a familial history, with cerebral degeneration developing later. Mr. Leslie Paton might remember a case in which there had been a fairly marked foveal change, with Ay vision. The patient had a central scotoma, and when the fundus drawing was made a few years ago no colloid bodies were present. When he, the speaker, saw him there were colloid bodies, as in the present case. These cases were similar, and might deteriorate further, and show marked foveal changes.
Mr. E. TREACHER COLLINS said that the late Mr. Doyne had given to him, the speaker, the backs of the eyes from one of his cases to examine pathologically, and he had found hyaline degeneration of the retinal pigment epithelium on the inner surface of Bruch's membrane; there were considerable conglomerate concretions of hyaline tissue, much larger than in " Tay's choroiditis." He still had the back of one eye mounted as a macroscopical specimen and microscopical specimens of -the other, of which a drawing was published in The Ophthalmoscope (vol. xi, 1913, 537) . A number of drawings showing the ophthalmoscopic appearances, from cases in several members of the same family, were framed and hanging in the Oxford Eye Hospital. Secondary Carcinoma of the Orbit.-PHILIPPA MARTIN, F.R.C.S.
Patient, a woman aged 66. Left breast removed for carcinoma September, 1929. Up till four and a half months ago, remained free from recurrence. Then she returned to University College Hospital with misty vision of left eye. Mr.
Humphrey Neame found early cupping in both eyes; increase of tension in left eye and left pupil larger than right. Loss of whole nasal field.
Five weeks afterwards left eye was trephined (Mr. Neame). Two days after operation patient was unable to look downwards; three days later, almost complete ophthalmoplegia with ptosis and slight proptosis. Proptosis increased steadily and almost total an3sthesia developed over area supplied by ophthalmic division of fifth nerve. Lower half of field was lost in first few days; upper half lost during second week; at end of three weeks there was optic atrophy and perception of light was lost.
Shortly before this a hard lump was found at upper and inner angle of orbit. Skiagram showed globe obscured by irregular opacity. Diagnosis: orbital neoplasm.
From a consideration of the clinical evidence it would appear that the growth began on the outer side of the optic foramen and, at an early stage of its development, infiltrated the optic nerve. From this point it spread in two directions, outwards into the sphenoidal fissure and forwards along the inner wall and roof of the orbit.
Deep X-ray therapy was commenced eight weeks after the first symptoms and the patient had had eleven exposures without appreciable retardation of the forward spread of growth towards the orbital margin. Recently, infraorbital cedema has developed. This is comparable with the aedema of the arm which so commonly follows destruction of the axillary lymphatics in cases of carcinoma of the breast.
The patient is presented as a case of secondary carcinoma in view of the known primary focus in the breast. I propose to treat her with radium and hope to show her again at a later date.
I am indebted to Mr. Humphrey Neame for permission to show this case.
